The emergence of clinical practice guidelines and consensus statements has stimulated a critical review of the literature and healthy debate among experts regarding how and when to treat patients with various diseases, especially cancer. An article in this issue of Annals of Surgical Oncology by Panigrahi and colleagues comments on the recent medullary thyroid cancer (MTC) guidelines published by the American Thyroid Association. 1, 2 In using the Surveillance, Epidemiology, and End Results Program (SEER) database, these investigators found that a high number of patients with MTC, treated from 1988 to 2006, received treatment viewed as out of line with the 2009 American Thyroid Association guidelines. Although this may well be true, there are limitations to the conclusions which one can draw from an analysis of such large data repositories. The SEER database and other tumor registries are intended primarily as sources of cancer incidence and mortality rates. 3 Information regarding initial treatment is recorded, but follow-up data (except for date and cause of death) such as locoregional recurrences, distant metastases, and subsequent treatments are not routinely collected. Advantages of SEER are as follows: it includes data from large cohorts; it is population-based; it represents all age groups; and it has a wide geographic range, thereby decreasing selection biases that may hamper clinical trials and studies that are based on institutional databases. Information on stage of disease and initial treatment are verified for accuracy; however, specific details regarding the disease and surgical treatment (such as RET mutation status, the exact location of nodal disease, the specific type of neck dissection and completeness of resection), which are typically recorded in institutional, organ-specific databases and clinical trials, may not be included in SEER.
The lack of organ-specific details and information on comorbid illnesses and other diagnoses restrict the analyses and conclusions that can be drawn from such large tumor registries. Despite these limitations, one important reason to study population-based registries is that it allows us to examine the management and true effectiveness of therapies performed in the real world, rather than in the tightly controlled settings of clinical trials and high-volume referral centers. Although the use of these large tumor registries and administrative databases (such as Medicare and the Healthcare Costs and Utilization Project) to study patterns of cancer treatment has increased dramatically, one must be aware of the limitations of each database in all aspects of research design (hypothesis generation), data analysis and interpretation, and perhaps most importantly, the development of conclusions and recommendations. 4, 5 Importantly, Panigrahi and colleagues emphasized the use of guidelines in standardizing the quality and cost of cancer treatment. There is no doubt that we are now in an era of evidence-based medicine where clinical pathways and treatment guidelines are quoted on a daily basis, especially in academic medical centers. For subspecialists and multidisciplinary working groups who manage high volumes of patients with, for example, thyroid cancer, such guidelines may streamline the diagnostic evaluation and treatment, provide consensus on stage-specific therapies, and minimize cost by avoiding unnecessary testing. In the perioperative period, clinical pathways will avoid unnecessary laboratory tests and/or radiographs and provide a foundation for teaching trainees how to care for patients, some of whom may have rare (sporadic or inherited) diseases such as MTC. In contrast, such pathways and guidelines may discourage the development of independent thinking which is necessary to mature as a physician, especially when residents may be desperately trying to adhere to work hour regulations. In addition, to what degree do defined treatment guidelines prevent the needed dialog regarding both complex and simple clinical questions, which is often necessary for the training of medical students and residents? Our challenge as educators is not only to incorporate such valuable information into both organized curriculum and daily bedside teaching, but also to constantly question and challenge these guidelines to further advance our understanding of these complex disease processes.
For those physicians already in practice, the recent publication of guidelines and consensus conferences has raised the bar with respect to expectations for clinical care, especially in oncology. A number of cooperative groups and international societies have published guidelines and consensus conference statements to improve the care of patients with cancer. Table 1 lists a number of guidelines and consensus statements published for thyroid, breast, and pancreatic cancer (our areas of concentration). The presence of these documents sets a standard (in some cases, a standard with obvious legal implications) for patient care that can only be met if this large body of literature is acknowledged and widely adopted. For those surgeons whose practice is not limited to a relatively narrow subspecialty, staying up to date and knowledgeable regarding treatment guidelines and consensus statements is indeed a challenge. Therein lies the importance of emphasizing such information to medical students and residents early on in their career. The eventual incorporation of such information into the electronic medical record is already underway. Similar to the use of smart phrases, such guidelines can be made available by the click of the mouse when the specific cancer diagnosis is selected in the initial history and physical or in a consultation note. Will this prevent an excisional biopsy of a lateral neck lymph node in a patient with papillary thyroid cancer (rather than a fine-needle aspiration biopsy followed by compartment-oriented dissection), the failure to perform a central compartment dissection in a patient with MTC, or a laparotomy for an obviously unresectable pancreatic cancer? For now, it is critically important that all physicians and surgeons who care for patients with cancer be aware of the availability of management and treatment guidelines and consensus statements and refer to them frequently. The 2009 American Thyroid Association Medullary Thyroid Cancer Guidelines represent a distillation of a detailed analysis of data and discussion by a team of multidisciplinary experts; we hope that such information will positively influence the management of future patients with MTC.
